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In this article, the authors review the current empiric
literature on early interventions. Findings on the effects,
course, help-seeking, and recovery from disasters are first
reviewed, with recommendations given that are pertinent
to intervention following mass casualties. In reviewing
the most commonly used interventions, it is clear that
evidence from well-controlled studies showing that early
intervention can help prevent longer-term problems is
limited. The authors discuss the approaches that have
received the most attention or empiric support as early
interventions following trauma, which include psychologic
debriefing, cognitive-behavioral interventions, eye move-
ment desensitization and processing (EMDR) and other
neoteric approaches, and psychopharmacology. At this
time, the most promising results for prevention of
psychopathology have been achieved with brief four-

or five-session cognitive-behavioral therapy. In contrast,
randomized clinical trials on psychologic debriefing
currently suggest that this approach is either ineffective
at preventing psychopathology, or contributive to post-
traumatic stress disorder symptoms. Research support

is currently lacking for EMDR and pharmacotherapy as
early interventions. A major challenge to the field is to
integrate the practical experience and knowledge of
professional responders with well-controlled, timely
intervention research, and to effectively disseminate
these findings to practitioners in the field.

Introduction

The management of acute stress reactions following major
trauma is multifaceted, and generally aims to foster resil-
iency, prevent chronic emotional problems, and minimize
long-term deterioration in quality of life following trauma
exposure. Although it is widely believed by traumatic

stress specialists that early intervention can help prevent
longer-term problems, evidence addressing this belief is
limited at present. The events of September 11, 2001 have
given a special urgency to this area of study, and the result
is that professional attention is accelerating and research is
increasing. For example, a conference of experts from
around the world was recently convened to seek consensus
about the management of acute stress following incidents
of mass violence. Conference attendees concluded that the
current evidence from methodologically rigorous random-
ized clinical trials (RCTs) is not adequate to permit either
definite endorsement or rejection of any specific approach
to early psychologic intervention following mass casual-
ties. However, recent research findings have challenged
some common practices, and have suggested new direc-
tions for early intervention.

In this article, the authors will review the current
empiric literature on early interventions. It must be
understood at the outset that the majority of published
RCT5 in this field have investigated interventions provided
following individual traumatic experiences (eg, rape,
interpersonal violence, accidents) rather than following
mass casualties (eg, major disasters, large scale terrorist
attacks). Because a solid body of evidence concerning
effective interventions for individual survivors and victims
does not exist, strong recommendations endorsing specific
preventive interventions for individuals are unwarranted at
present. Moreover, there are no RCTs that specifically
address early intervention with traumatized children.
Before beginning a review of each intervention, however,
it is necessary to consider the epidemiologic literature
on psychologic consequences of large-scale traumatic
events, especially with respect to adverse outcomes and
vulnerable populations.

Background

Norris et al. [1] recently conducted a comprehensive review
of the post-disaster literature on psychologic consequences of
disasters. There are a few findings that are particularly perti-
nent to assessment and intervention of trauma survivors and
victims following mass casualties. School-aged youth were
the most likely to show severe impairment, and rescue and
recovery workers the least likely to show severe impairment.
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Symptom severity during the early phases of post-disaster
recovery was a good predictor of long-term symptom
severity. Delayed onset of psychologic disorders was rare.
Symptoms usually peaked in the first year, and were less
prevalent thereafter, leaving only a minority of communities
and a minority of individuals within those communities
substantially impaired. The 1-year anniversary marked a time
of increased mental health service usage. Technologic
disasters are generally more stressful than natural disasters,
although the adverse consequences of natural disasters
appear to have been much more severe in developing than in
industrialized nations. Among survivors and victims of mass
violence, 67% were severely impaired, compared with 39%
of cohorts that experienced technologic disasters, and 34% of
cohorts that experienced natural disasters.

Based on this extensive literature review, Norris et al.
[1] noted that for disasters with a moderate level of impact,
programs that reduce stress, enhance social support, and
providing reassurance about future risk may be most
effective at preventing or reducing adverse mental health
consequences. Disasters with a high level of impact,
however, generally require much more intensive and
professional mental health services. The following steps
are recommended for acute management after a mass
trauma event: 1) accurate assessment of survivors’ and
victims’ mental health needs, including, at minimum,
assessment of post-traumatic stress disorder (PTSD),
current nonspecific distress, and the risk factors associated
with the event (see Table 1); 2) support groups and psycho-
educational programs for those at low or moderate risk;
3) outreach efforts that focus on areas of the community
where at-risk individuals and families are most likely to
live; 4) interventions that target families and address
ethnocultural diversity; and 5) support to the supporters,
especially wives and mothers.

Disaster survivors and victims with ready access to
social resources are least likely to require individual-
focused interventions. People at greatest risk are those
with limited psychologic and social resources to begin
with, or those who suffer particularly dire resource losses.
It should be emphasized that protection from post-
traumatic distress depends greatly on the availability of
naturally occurring social resources such as family,
community, and social networks for both civilian and
professional emergency responders. For instance, after
critical incidents, 71.4% of a sample of emergency
responders reported that they welcomed contact with
colleagues, whereas only 9.2% welcomed contact with
outside professionals [2e]. A recent prospective study of
coping following mass trauma [3] recommends inter-
ventions that reinforce social networking, improved
communication, appropriate expectations, realistic
caution, and reduction of passive and isolative behaviors.

As evidence-based early interventions are developed, it
will be important to study factors that affect use of mental
health services, especially with respect to peer- and family-

delivered interventions. For instance, Norris’ review [1]
found that people are more likely to accept help for
"problems in living" than to accept help for "mental
health problems." Other reports [4,5] suggest that individ-
uals with the most severe exposure to a mass trauma often
refuse to believe that they need help, and will not seek out
services, despite high subjective levels of emotional
distress. Their reasons for not seeking assistance include:
their belief that they are “better off” than those more
affected, their reluctance to acknowledge emotional
distress, their conviction that expressing distress indicates
weakness of some sort, and their strong preference to
seek informal support from family and friends rather than
from professionals.

Interventions

The first order of business in early following major trauma
is attending to basic needs, such as safety, security, commu-
nication, reunification of families, attention to injuries and
medical needs, return to normal routines and roles, mutual
social support, and education of survivors and families
about effective coping strategies. Although there is little
controlled research by which to evaluate such components,
they were strongly endorsed by the international panel of
experts who participated in the consensus conference
on early intervention, mentioned previously (for further
discussion see [6]). Beyond this first level of response,
psychologic debriefing, cognitive-behavioral inter-
ventions, eye movement desensitization and processing
([EMDR] and other neoteric approaches), and psycho-
pharmacology are the approaches that have received the
most attention and empiric support as early interventions
following trauma.

Psychologic debriefing

Psychologic debriefing (PD) has been considered a key
component of first-line early intervention for mass trauma
over the past two decades. It generally has been offered to
civilian survivors and victims, as well as rescue workers,
following mass trauma, with the belief that it provides
emotional relief, social support, and psychologic normal-
ization for all individuals exposed to a significant stressor.
Psychologic debriefing has been provided in both individ-
ual and group formats. It is defined here as a single-session
intervention delivered in a standardized sequence that has
been orchestrated to focus on disclosure of traumatic
experiences, normalization of reactions to trauma,
education of participants about stress reactions, enhance-
ment of effective coping behaviors, and identification of
those who may benefit from more intensive services.
Although PD was originally intended for active-duty
military and civilian emergency rescue personnel, it has
been applied very widely in many settings. Results of
RCTs conducted to-date indicate that PD delivered to
individuals or couples does not prevent PTSD or other
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Table 1. Adult risk factors for debilitating post-
traumatic stress following a disaster [1]

Severe exposure to the disaster (especially injury, threat to
life, and extreme loss)

Living in a highly disrupted or traumatized community

Female gender

Age in the middle years of 40 to 60

Little previous experience or training relevant to coping
with the disaster

Ethnic minority group membership

Poverty or low socioeconomic status

The presence of children in the home

The presence of a spouse, especially if he is significantly
distressed (in women only)

Psychiatric history

Secondary issues

Weak or deteriorating psychosocial resources

psychopathology [7], and may even worsen psychologic
outcomes in some participants [8].

Most studies with favorable results concerning PD are
difficult to interpret, because of methodologic problems or
lack of statistical power. In the best controlled and most
rigorous of the recent studies [9], it was found that PD
did not reduce PTSD symptoms among British soldiers
exposed to war trauma in Bosnia, although this inter-
vention was associated with significant reductions in
alcohol consumption. A second study designed to deter-
mine the optimal post-traumatic time interval at which to
offer PD, Campfield and Hills [10], found better results for
robbery victims debriefed within 10 hours of the crime
than for those for whom debriefing was delayed until
48 hours post-robbery. Although this finding is interesting,
it bears replication, because the primary investigator
conducted every debriefing herself and acknowledged
that she "may have been biased in favor of immediate
debriefing." Eid et al. [11] evaluated the effects of a group
psychologic debriefing (GPD) on acute stress reactions in
military personnel and voluntary civilian firefighters
following rescue work. Although lower frequencies
of symptoms were found in the GPD compared with the
non-debriefed group, the following variables seriously
compromise the validity of the findings: very small sample
size, the fact that the GPD was offered only to the military
personnel (who may have very different characteristics
than the firemen), and lack of random assignment.

Recent reviews of the empiric literature on PD
[12e,13e¢] concluded that PD should not be routinely pro-
vided to individuals immediately after trauma (as is often
the current practice following mass casualties), and that
careful RCTs on both individual and group PD are needed.
The International Society for Traumatic Stress Studies’
Practice Guidelines on PD [14] state that PD cannot be
recommended as an early intervention at this time. The
guideline goes on to state that, if employed, PD should
be conducted by experienced, well-trained practitioners,

should not be mandatory, should use some clinical
assessment of potential participants, and should be
accompanied by clear and objective evaluation procedures.

Why might PD produce negative outcomes? Shalev
[15] has hypothesized that the heightened arousal
generated during a PD session may actually exacerbate the
toxic potential of post-traumatic distress to produce
PTSD or other adverse consequences among vulnerable
individuals. Additional reasons why PD may either be
ineffective or potentially toxic at different intervals, include
the following: 1) survivors are often exposed to multiple
and complex stressors that cannot be adequately addressed
within a standard debriefing session; 2) the PD model is an
inappropriate approach for acutely bereaved persons [16];
3) participants may be further traumatized during PD
by hearing the stories of others; 4) PD may stimulate
ruminations which lead to depression [17]; 5) some
survivors and victims may prefer an individual rather than
a group format; 6) the cultural inappropriateness of such
a procedure for individuals from certain ethnocultural
backgrounds [18,19].

Cognitive-behavioral interventions

The most promising research concerning effective inter-
vention following early acute traumatization has focused
on cognitive-behavioral treatments (CBT) for ameliorating
acute stress disorder, and for preventing the later develop-
ment of PTSD. Although there has been no published
research on the effectiveness of CBT following mass
trauma, there are a number of studies in which CBT was
administered to individuals acutely traumatized by sexual
assault, motor vehicle accidents, or industrial disasters.
Bryant et al. [20,21#] have conducted a number of method-
ologically sound RCTs with acutely traumatized survivors
and victims who met diagnostic criteria for acute stress
disorder. Results show robust clinical improvement
with regard to intrusive, avoidant, as well as depressive
symptoms following a five-session CBT protocol. Foa et al.
[22] and Echebura [23] have reported similar success with
a four-session CBT protocol for sexual assault survivors.

A recent study used a novel approach consisting of a
two-session telephone-based CBT intervention for motor
vehicle accident survivors who were called 24 and 48 hours
following discharge from the emergency room [24]. A
greater reduction in PTSD symptoms was noted at 3 to 4
month follow-up compared with a control intervention
that consisted of supportive listening of a retelling of the
accident by a counselor, who also provided information
about available treatment services. Although the sample
size was small, the findings from this simple, cost effective
RCT on early intervention certainly merit further study.

Another interesting new CBT protocol is a writing-
based CBT protocol delivered over the Internet [25]. This
intervention, termed interapy, produced significantly lower
intrusion and avoidance symptoms, general psychopathol-
ogy scores, and more improvement in mood, compared
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with a wait-list control; these gains from therapy were
maintained or improved at the 6-week follow-up.
Although this study lacked a comparison treatment group,
used a small sample, and was provided to individuals with
chronic PTSD, it certainly merits further investigation as a
possible strategy for early intervention.

When considering CBT with survivors and victims of
mass trauma, there are important caveats to keep in mind.
First, CBT has yet to be tested as an intervention following
a mass casualty. Secondly, Bryant and Harvey [26e¢] make
it very clear that some elements of cognitive-behavioral
interventions (ie, prolonged exposure) may not be
appropriate for everyone. In cases where exposure may be
contraindicated (ie, those experiencing extreme anxiety,
suicide risk, marked ongoing stressors, or acute bereave-
ment), other techniques such as anxiety management,
supportive therapy, or pharmacologic intervention may be
more preferable.

Eye movement desensitization and processing
and other neoteric interventions
Eye movement desensitization and processing is a technique
that has been strongly advocated by its adherents as an acute
intervention following mass casualties. It must be stated at
the outset that there are no published empiric studies with
EMDR in the acute aftermath of trauma. There is, however,
anecdotal literature exemplified by case examples and
guidelines [27]. A recent meta-analysis of 34 studies
concluded that EMDR appears to be more effective than
treatment as usual or than wait-list control groups with
respect to the reduction of symptoms in chronic PTSD [28].
Research also indicates that EMDR’s hallmark, therapist
induction of eye movements, appears to be superfluous
[29]. A major question about EMDR concems the durability
of treatment effects [30]. Also, the only published study
comparing EMDR with CBT indicated that the latter treat-
ment is a more effective treatment for chronic PTSD [31].
Thought-field therapy (TFT), traumatic incident
reduction (TIR), time-limited trauma therapy (T-LTT),
and visual/kinesthetic dissociation (V/KD) are recent
approaches that have been offered as treatments for PTSD.
Each of these new methods is based on theoretic frame-
works that lack empiric support, particularly in acute
management of traumatic stress [32]. There is no solid
evidence that any of these treatments are effective either as
early interventions following a traumatic event or for
treating chronic PTSD. None of these approaches can
therefore be recommended at this time.

Pharmacotherapy

Although medications are routinely used to manage pain
and anxiety following trauma, there are few investigations of
pharmacotherapy as an early intervention. In the immediate
post-traumatic period, it is difficult to distinguish acutely
symptomatic individuals who will recover from those who
will go on to develop clinically significant psychiatric

sequelae. As a result, there is great reluctance to use any
medications during the immediate aftermath of a traumatic
event. However, there are both theoretic and experiential
reasons [33¢] to predict that judicious use of certain medica-
tions may make a significant difference in the management
of acute traumatic stress reactions. Pitman et al. [34e]
conducted an intriguing trial of the beta-adrenergic antago-
nist propranolol, as an early intervention to prevent PISD.
They hypothesized that propranolol, administered within
6 hours of a traumatic event, might disrupt the development
of fear conditioning and consolidation of intrusive
traumatic memories. Although propranolol did not protect
against the development of PTSD at 3-month follow-up,
it did appear to reduce physiologic reactivity among
traumatized subjects who had received the medication. In a
small pilot study in which low doses of the atypical anti-
psychotic agent, risperidone, were administered to burn
victims, Stanovic et al. [35] reported that all subjects
experienced decreased sleep disturbances, diminished night-
mares or flashbacks, and decreased hyperarousal 1 to 2 days
after first receiving risperidone. Although this study was a
small retrospective pilot study, the results are encouraging
enough to warrant a prospective study in order to under-
stand better the potential efficacy of risperidone as an early
intervention for bum patients or other acutely traumatized
individuals. Finally, Robert et al. [36] conducted a successful
RCT with the tricyclic antidepressant, imipramine, with
pediatric burn patients in which significant reduction in
symptoms of acute stress disorder were observed among
children who received this medication.

Although benzodiazapenes are widely used for chronic
anxiety syndromes, there is no evidence that they prevent
the later development of PTSD or other anxiety symptoms
when administered acutely (within 2 or 18 days) following
a traumatic event [37].

Studies of pharmacotherapy for chronic PTSD may have
relevance for considering medication as an early interven-
tion. Pharmacotherapy for PTSD is predicated on compelling
findings that a number of key psychobiologic systems are
dysregulated in PTSD patients. The strongest evidence shows
disruption of adrenergic and hypothalamic-pituitary-
adrenocorticol mechanisms, heightened physiologic
reactivity, and sleep disturbances. Post-traumatic stress
disorder-related abnormalities have also been detected
or inferred with regard to psychobiologic mechanisms
mediated by serotonin, endogenous opioids, dopamine,
thyroid hormones, corticotropin-releasing factor, and
glutamatergic neurotransmitters. Finally, because PTSD is
often comorbid with pharmacologically responsive disorders
(eg major depression, panic disorder) medication is an
important treatment option to be considered [38,39].

Because of so many different psychobiologic abnor-
malities, almost every class of psychotropic agent has been
prescribed for PTSD patients. Evidence is best for the
different classes of antidepressant agents that have been
tested in most of the RCTs on pharmacotherapy. The
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strongest evidence supports the use of selective serotonin
reuptake inhibitors (SSRIs) as first-line drugs for PTSD,
especially sertraline [40,41] and paroxetine [42,43]. They
not only reduce PTSD symptoms and produce global
improvement, but are also effective against comorbid
disorders and associated symptoms. They have relatively
few side effects. These two SSRIs are the only medications
thus far to have received US Food and Drug Administration
approval as indicated treatments for PTSD. Furthermore,
continuation studies with sertraline suggest that PTSD
symptoms will continue to remit, if SSRI pharmacotherapy
is extended for 6 months or more [44-46]. Older anti-
depressants (eg, tricyclic antidepressants and monamine
oxidase inhibitors) have also been found to be effective
treatments for PTSD. Other medications that have shown
promise in less rigorous studies include the following:
antiadrenergic agents, mood stabilizers and anticonvul-
sants, and atypical antipsychotic agents (see [38]).

Conclusions

There are too few well-controlled studies to support strong
endorsement of any early intervention following mass
casualties. At this time, however, very promising results
have been achieved with brief four- or five-session CBT. On
the other hand, RCTs on psychologic debriefing currently
suggest that this approach is either ineffective or may
exacerbate PTSD symptoms. Likewise, evidence favoring
either EMDR or pharmacotherapy as an early intervention
is also lacking at this time.

Controlled outcome research on acute interventions
with children is a major gap in our current knowledge.
Cohen et al. [47] noted that recent research regarding the
neurobiology of PTSD emphasized the importance of early
identification and treatment for children. Research
investigating the effectiveness of different strategies and
systems for managing acute trauma response and prevent-
ing negative consequences of exposure is developing
rapidly, however, and it is to be expected that a variety
of controlled outcome studies with a range of trauma
populations and delivery environments will be produced
in the foreseeable future.

This emerging field faces a variety of important
challenges. One such challenge is to integrate the practical
experience and knowledge of professional responders
“in the trenches” who are called on to alleviate the acute
post-traumatic distress and suffering of survivors and
victims exposed to disaster, terrorism, accidental injury,
violent assault, sudden unexpected death, sexual assault,
childhood physical and sexual abuse, emergency services
exposure, and military combat. The various service delivery
settings (eg, rape crisis centers, field disaster sites, hospital
trauma centers) have different practice traditions, available
resources, and operational constraints. Related to these

differences is the need to evaluate a range of early inter-
vention practices, including, but not limited to CBT,
debriefing, EMDR, or pharmacotherapy. There is also need
to develop and test other approaches (eg, for educating
trauma survivors, enhancing social support, fostering
control over acute symptomatology). The field also
needs to develop proactive, evidence-based strategies for
developing and disseminating emerging information on
promising practices to policymakers and practitioners in
the field. Thus, the present challenge is two-fold—
to develop and rigorously test early interventions that
work; and to insure that such findings are disseminated to
front-line emergency practitioners who have accepted
the challenge of meeting enormous demands for
psychologic support and assistance following a massive
traumatic event.

References and Recommended Reading
Papers of particular interest, published recently, have been

highlighted as:
e Ofimportance
ee  Of major importance

1. Norris FH, Friedman MH, Watson PJ, et al.: 50,000 disaster
victims speak: an empirical review of the empirical literature,
1981 - 2001. Psychiatry 2002, In press.

2.¢ Orner R: A new evidence base for making early intervention
in emergency services complementary to officers’ preferred
adjustment and coping strategies. In Early Intervention for
Psychological Trauma. Edited by Schneider U. Oxford: Oxford
University Press; 2002.

Assessed critical incident distress in 118 front-line responders and

99 second-line responders. Although 74% reported their emotional

reaction to at least one critical incident as being overwhelming, only

6% reported intrusive symptoms consistent with acute stress disorder

or post-traumatic stress disorder.

3. North CS, Spitznagel EL, Smith EM: A prospective study of
coping after exposure to a mass murder episode. Ann Clin
Psychiatry 2001, 2:81-87.

4. Sprang G: Coping strategies and traumatic stress sympto-
matology following the Oklahoma City bombing. Soc Work
Soc Sci Rev 2000, 8:207-218.

5.  Weisaeth L: Acute posttraumatic stress: nonacceptance of
early intervention. J Clin Psychiatry 2001, 61(suppl):35-40.

6. Watson PJ, Friedman MJ, Ruzek JI: Early interventions for
trauma-related problems. Ann Rev Psychiatry 2002, In press.

7. Rose S, Brewin CR, Andrews B, Kirk M: A randomized
controlled trial of individual psychological debriefing for
victims of violent crime. Psychol Med 1999, 29:793-799.

8. Mayou RA, Ehlers A, Hobbs M: Psychological debriefing
for road traffic accident victims. Br J Psychiatry 2000,
176:589-593.

9. Deahl MP, Srinivasan M, Jones N, et al.: Evaluating psycho-
logical debriefing: are we measuring the right outcomes?

J Trauma Stress 2001, 14:527-529.

10. Campfield KM, Hills AM: Effect of timing of critical incident
stress debriefing (CISD) on posttraumatic symptoms.
] Trauma Stress 2001, 14:327-340.

11.  Eid]J, Johnsen BH, Weisaeth L: The effects of group psycho-
logical debriefing on acute stress reactions following a traffic
accident: a quasi-experimental approach. Int ] Emerg Ment
Health 2001, 3:145-154.



252 Anxiety Disorders

12.e Litz BT, Gray M]J, Bryant RA, Adler AB: Early intervention for
trauma: current status and future directions. Clin Psychol Sci
Pract 2002, In press.

This review identifies the core issues in early intervention that need

to be addressed in resolving the debate of psychologic debriefing.

It critiques the available evidence for psychologic debriefing and the

early provision of cognitive-behavioral therapy, and gives clear and

sound reasons why studies are not methodologically sound. Guide-
lines for managing acutely traumatized individuals are suggested, and
standards are proposed to direct future research that may advance our
understanding of the role of early intervention in facilitating adapta-
tion to trauma.

13.e# Rose S, Bisson JI, Wessely SC: Psychological debriefing for
preventing post-traumatic stress disorder (PTSD). Cochrane
Database Syst Rev 2001, 1:CD002962.

The Cochrane Collaborative method of literature review was used to

examine empiric studies of debriefing. The authors concluded that

debriefing does not reduce the risk of developing post-traumatic
stress disorder or reduce the symptoms of depression or anxiety.

Practice and research implications are provided.

14. Bisson JI, McFarlane AC, Rose S: Psychological debriefing.

In Effective Treatments for PTSD: Practice Guidelines from the
International Society for Traumatic Stress Studies. Edited by Foa
EB, Keane TM, Friedman MJ. New York: Guilford Press;
2001:317-319.

15. Shalev AY: What is posttraumatic stress disorder? J Clin
Psychiatry 2001, 62(suppl):4-10.

16. Raphael B, Minkov C, Dobson M: Psychotherapeutic and
pharmacological intervention for bereaved persons. In
Handbook of Bereavement Research: Consequences, Coping, and
Care, edn 1. Edited by Stroebe MS, Hansson RO, Stroebe W,
Schut HAW. Washington: American Psychological Association;
2001:587-612.

17. Solomon Z, Neria Y, Witztum E: Debriefing with service
personnel in war and peace roles: experience and outcomes.
In Psychological Debriefing: Theory, Practice and Evidence. Edited
by Wilson JP, Raphael B. Cambridge University Press;
2000:161-173.

18. Silove D: A conceptual framework for mass trauma:
implications for adaptation, intervention and debriefing.

In Psychological Debriefing: Theory, Practice and Evidence.
Edited by Wilson JP, Raphael B. Cambridge University Press;
2000:337-350.

19. Weiszth L: Briefing and debriefing: group psychological
interventions in acute stressor situations. In Stress Debriefing:
Theory, Practice and Evidence. Edited by Raphael B, Wilson J.
London: Cambridge University Press; 2000.

20. Bryant RA, Harvey AG, Dang ST, et al.: Treatment of acute

stress disorder: a comparison of cognitive-behavioral therapy

and supportive counseling. J Consult Clin Psychol 1998,

66:862-866.

Bryant RA, Sackville T, Dang ST, et al.: Treating acute stress

disorder: An evaluation of cognitive behavior therapy and

supportive counseling techniques. Am J Psychiatry 1999,

156:1780-1786.

This is one of the most methodologically strong intervention studies

for acute stress disorder. The study aimed to prevent post-traumatic

stress disorder by an early provision of cognitive-behavioral therapy.

The findings suggest that post-traumatic stress disorder can be effec-

tively prevented with an early provision of cognitive-behavioral

therapy, and that prolonged exposure may be the most critical
component in the treatment of acute stress disorder.

22. Foa EB, Hearst-Ikeda DE, Perry KJ: Evaluation of a brief
cognitive-behavioral program for the prevention of chronic
PTSD in recent assault victims. ] Consult Clin Psychol 1995,
63:948-955.

23. Echeburua E, deCorral P, Sarasua B, Zubizarreta I: Treatment
of acute posttraumatic stress disorder in rape victims:

An experimental study. J Anxiety Disord 1996, 10:185-199.

24. GidronY, Gal R, Freedman SA, et al.: Translating research
findings to PTSD prevention: results of a randomized-
controlled pilot study. ] Trauma Stress 2001, 14:773-780.

2].e

25. Lange A, van de Ven J, Schrieken B, Emmelkamp PMG: Inter-
apy: treatment of posttraumatic stress through the Internet:
A controlled trial. ] Behav Ther Exp Psychiatry 2001, 32:73-90.

26.ee Bryant RA, Harvey AG: Acute Stress Disorder: A Handbook of
Theory, Assessment, and Treatment. Washington, DC: American
Psychological Association; 2000.

This book is the most comprehensive and empirically based hand-

book on acute stress disorder. Part one contains a descriptive overview

of acute stress disorder, part two provides guidelines for assessment,
and part three reviews treatments of post-traumatic stress and pro-
vides guidelines on the treatment of choice for acute stress disorder.

Part four addresses clinical issues such as acute stress disorder in

different trauma populations, the distinction between acute stress

disorder and critical incident stress, and legal issues.

27. Solomon RM: Utilization of EMDR in crisis intervention.
Crisis Intervent Time-Limited Treatment 1998, 4:239-246.

28. Davidson PR, Parker KCH: Eye movement desensitization and
reprocessing (EMDR): a meta-analysis. ] Consult Clin Psychol
2001, 69:305-316.

29. Chemtob CM, Tolin DE Van der Kolk BA, Pitman RK: Eye
movement desensitization and reprocessing. In Effective
Treatments for PTSD: Practice Guidelines from the International
Society for Traumatic Stress Studies. Edited by Foa EB, Keane TM,
Friedman M]. New York: Guilford Press; 2000:333-335.

30. Macklin M, Metzger L], Lasko NB, et al.: Five-year follow-up
study of eye movement desensitization and reprocessing
therapy for combat-related posttraumatic stress disorder.
Compr Psychiatry 2000, 41:24-27.

31. Devilly GJ, Spence SH: The relative efficacy and treatment
distress of EMDR and a cognitive-behavior trauma treatment
protocol in the amelioration of posttraumatic stress
disorder. ] Anxiety Disord 1999, 13:131-157.

32. Herbert JD, Lilienfeld SO, Lohr J, et al.: Science and pseudo-

science in the development of eye movement desensitization

and reprocessing: implications for clinical psychology.

Clin Psychol Rev 2002, In press.

Shalev AY, Ursano RJ: Mapping the Multidimensional Picture

of Acute Responses to Traumatic Stress. In Early Intervention

for Psychological Trauma. Edited by Schneider U. Oxford: Oxford

University Press; 2002.

Presents a multidimensional framework for understanding acute

response to trauma. The authors define four phases of impact, rescue,

recovery, and return to life, and for each of the phases, the authors
define the principal stressor, the concrete goals of behavior, psycho-
logic tasks, salient behavior patterns, the role of all helpers, and the
role of professional helpers.

34.e Pitman RK, Sanders KM, Zusman RM, et al.: Pilot study of
secondary prevention of post-traumatic stress disorder with
Propranolol. Biol Psychiatry 2002, 51:189-192.

This pilot study addressed the hypothesis that preclinical consider-

ations suggest that treatment with a beta-adrenegic blocker following

an acute psychologically traumatic event may reduce subsequent
post-traumatic stress disorder symptoms. Results suggest that acute,
post-trauma propanolol may have a preventive effect on subsequent
post-traumatic stress disorder.

35. Stanovic JK, James KA, VanDevere CA: The effectiveness of
risperidone on acute stress symptoms in adult burn patients:
a preliminary retrospective pilot study. ] Burn Care Rehab
2001, 22:210-213.

36. Robert R, Blakeney PE, Villarreal C, et al.: Imipramine treat-
ment in pediatric burn patients with symptoms of acute
stress disorder: a pilot study. ] Am Acad Child Adolesc Psychiatry
1999, 38:873-878.

37. Gelpin E, Bonne O, Peri T, et al.: Treatment of recent trauma
survivors with benzodiazepines: a prospective study. J Clin
Psychiatry 1995, 57:390-394.

38. Friedman MJ, Matthew J, Jonathan RT, et al.: Pharmacotherapy.
In Effective Treatments for PTSD: Practice Guidelines from the
International Society for Traumatic Stress Studies. Edited by Foa EB,
Keane TM, Friedman MJ, Matthew J. New York: Guilford Press;
2000:326-329.

33.e



Managing Acute Stress Response to Major Trauma ® Watson et al.

253

39.

40.

41.

42.

43.

Halligan SL, Yehuda R: Cognitive and biologic components
involved in the development of posttraumatic stress
disorder. Prim Psychiatry 2001, 8:50-56.

Brady K, Pearlstein T, Asnis GM, et al.: Efficacy and safety

of sertraline treatment of posttraumatic stress disorder:

a randomized controlled trial. JAMA 2000, 283:1837-1844.
Davidson JRT, Rothbaum BO, Van der Kolk BA, et al.: Multi-
center, double-blind comparison of sertraline and placebo
in the treatment of posttraumatic stress disorder. Arch Gen
Psychiatry 2001, 58:485-492.

Marshall RD, Beebe KL, Oldham M, Zaninelli R: Efficacy and
safety of paroxetine treatment for chronic PTSD: A fixed-
dose, placebo-controlled study. Am J Psychiatry 2001,
158:1982-1988.

Tucker P, Zaninelli R, Yehuda R, et al.: Paroxetine in the
treatment of chronic PTSD: results of a placebo-controlled,
flexible-dosage trial. J Clin Psychiatry 2001, 62:860-868.

44.

45.

46.

47.

Davidson J, Pearlstein T, Londborg P, et al.: Efficacy of
sertraline in preventing relapse of posttraumatic stress
disorder: Results of a 28-week double-blind, placebo-
controlled study. Am ] Psychiatry 2001, 158:1974-1981.
Londborg PD, Hegel MT, Goldstein S, et al.: Sertraline treat-
ment of posttraumatic stress disorder: results of 24 weeks
of open-label continuation treatment. J Clin Psychiatry 2001,
62:325-331.

Rappaport MH, Endicott J, Clary CM: Posttraumatic stress
disorder and quality of life: results across 64 weeks of
sertraline treatment. J Clin Psychiatry 2002, 63:59-65.
Cohen JA, Perel JM, DeBellis MD, et al.: Treating traumatized
children: clinical implications of the psychobiology of
posttraumatic stress disorder. Trauma Violence Abuse 2002,
3:91-108.



